A simplified retinoscopic technique to screen for refractive errors in children is presented. The technique described was assessed in 98 children and the results correlated with full retinoscopic refractions. All tests were done with cycloplegia. Orthoptists' results using the simple retinos copy compared well with the full retinoscopic findings of the ophthalmologists, with an overall sensitivity of 90% and specificity of 74%. These results compare favourably with more techni cal refractive screening methods.
age of 5 years had no detectable deviation clinically and suggested that a screening test was required to identify this group of 'straight eyed amblyopes' at an earlier age and thus prevent the amblyopia. He refracted a sample of children with esotropia and/or amblyopia2 and found a significant association with hypermetropia of +2. 0 DS or more and/or anisometropia of a similar amount. He therefore recommended consid ering refraction as a screening procedure. In 19793 he reported the effective use of full cyc loplegic refraction in one year old children and a correlation of hypermetropia of +2.5 DS or more at this age with the development of later amblyopia and/or strabismus.
However, Ingram 4 found that spectacle correction of very high hypermetropia from the age of one year did not reduce the sever ity of amblyopia or incidence of strabismus, and suggested5 that proposed screening at age three years for mild refractive errors has yet to be evaluated on a larger scale than his Table I ). Ingram3 used full cycloplegic retinoscopy as a screening technique and found it imprac tical as it was lengthy, and hence costly in terms of personnel.
Friedman et al8 used rapid retinoscopy on 38,000 small children without cycloplegia and without trial lenses. This had a high false positive rate of almost 52%.
Mohindra9 described a near retinoscopy technique without cycloplegia performed with monocular fixation at 50cms on the dim retinoscopy light and employing trial lenses. Mohindra's near refraction correlates well with full retinoscopy and is a possible alterna tive method for screening although it has not been used as such.
The photorefractive methods use relatively expensive equipment and correlate well with full retinoscopic refractions. Each child was then refracted by an ophthalmologist. All tests were performed in a dim room at a working distance of 2/3 m under cyclopentolate 1 % cycloplegia. Neither the orthoptist nor the ophthal mologist had prior information on the child or of each other's findings. The refractive classifications by the orthoptists using simple retinoscopy were compared with the full retinoscopic refractions by the opthal mologists and the sensitivity and specificity of the orthoptist ' s screening were computed. The McNemar test was used to assess the sig nificance of differences.
Results
The results are presented in Tables IV and V. The orthoptists were good at detecting children with significant refractive errors; they missed 4/93 (4.3%). The significant dif ference overall between the orthoptist and ophthalmologist was due to overdiagnosis 141 93 (15%) which was particularly true for hypermetropia and astigmatism.
The number of unco-operative children was 5/98 (5.1 %) who were all infants. The results of repeat screening of these children are not included in the Tables.
Discussion
The results using simple retinoscopy compare favourably with other methods of screening described. It is not possible to compare all the methods directly because the data pre sented are not always in a similar form and the refractive thresholds selected differ slightly. (Table VI) .
In this study using simple retinoscopy + Inadequate cycloplegia probably contributed to a small number of false negatives. The over-referral rate of 15% (false positives) included children with off axis retinoscopy. These are practical points which once recog nised can be avoided. 
